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Resurgent Bacterial Sexually Transmitted Disease 
Among Men Who Have Sex With Men — 
King County, Washington, 1997-1999 


During the late 1980s and early 1990s, King County, Washington (1998 population: 
1.6 million), experienced a substantial epidemic of infectious syphilis (i.e., primary, 
secondary, and early latent). Subsequently, reported cases of infectious syphilis 
declined to six cases in 1995 and one in 1996; five of the 1995 cases and the case in 
1996 were believed to have been acquired outside King County. However, in 1997, 
sustained spread of syphilis was reestablished in King County (7). To determine 
whether this reemergence was associated with changes in the epidemiology of other 
sexually transmitted diseases (STDs), Public Health-Seattle and King County (PHSKC) 
analyzed notifiable STD data for 1997-1999. This report summarizes the results of this 
analysis, which indicate that infectious syphilis among men who have sex with men 
(MSM) in King County increased to 46 cases during January-June 1999, and chlamy- 
dia and gonorrhea also increased among MSM attending public health clinics. 

For this report, PHSKC analyzed surveillance data on infectious syphilis, chlamydia, 
and gonorrhea reported to PHSKC from health-care providers and laboratories. Data 
included disease, sex, stage of disease, racial/ethnic group, age, and in some cases 
sexual orientation and anatomic site of infection. Persons with these diseases were 
interviewed by PHSKC staff for partner management. Data collected included number 
and sex of sex partners, sexual orientation, and other risk factors. 

Syphilis cases increased steadily from late 1997 to mid-1998, appeared to stabilize 
in the second half of 1998, then increased during January-June 1999 (Figure 1). The 
proportion of cases in MSM increased from 21% (four of 19) in 1997 to 85% (75 of 88) 
in 1998 and 1999 (p<0.01). Among 79 MSM, the median age was 35 years (range: 
19-56 years) and 70% were aged >30 years. Primary, secondary, and early latent infec 
tion accounted for 23%, 61%, and 16% of cases in MSM, respectively; these propor- 
tions did not differ significantly from 1997 to 1999. Among the 79 MSM with early 
latent syphilis in 1997 through June 1999, 48 (72%) of 67 had human immunodefi- 
ciency virus (HIV) infection and two others were HIV seropositive near the time syphi- 
lis was diagnosed. 

From 1997 through June 1999, laboratory-confirmed infections with Neisseria 
gonorrhoeae and Chlamydia trachomatis among MSM attending the PHSKC STD 
clinic also increased (Figure 2). In addition, cases of rectal gonococcal infection in 
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FIGURE 1. Reported cases of infectious (i.e., primary, secondary, and early latent) 
syphilis, by quarter and sexual orientation of infected persons — King County, 
Washington, 1997-1999 
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males reported by providers outside the STD clinic increased from six cases in 1997 to 
25 cases in 1998 and 13 cases during January-June 1999. The median age of the 
427 MSM who received a diagnosis of gonorrhea or chlamydial infection in the STD 
clinic from 1997 through June 1999 was 32 years (range: 20-53 years), and 17% with 
chlamydial infection and 19% with gonorrhea were known to be infected with HIV; this 
proportion did not vary significantly through the period of analysis. 

Data on sex partners were provided by 63 (80%) of the 79 MSM with infectious 
syphilis from 1997 through June 1999. During the interval when syphilis was likely to 
have been acquired or transmitted (mean: 6 months), these men reported 740 sex 
partners, of whom 653 (88%) were met at anonymous venues such as bath houses, 
bars, or clubs; 50 (79%) of 63 men had had at least one anonymous partner (median: 
three partners; range: one to 100). MSM with gonorrhea or chlamydial infection 
reported a mean of 3.5 sex partners during the 2 months before treatment, and 
approximately 20% apparently acquired infection from anonymous partners. 

Based on an estimate of PHSKC that 40,000 MSM reside in King County, the 
annual rate of infectious syphilis per 100,000 MSM increased from zero in 1996 to 
approximately 10 in 1997 and 90 in 1998, and the projected annual incidence in 1999 
is 200 cases per 100,000. An estimated 10% of MSM in King County are infected with 
HIV (PHSKC, unpublished data, 1999). If 4000 HIV-infected MSM reside in King 
County, the projected annual incidence of infectious syphilis in the HIV-infected MSM 
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FIGURE 2. Reported cases of laboratory-confirmed gonorrhea and chlamydial infection 
among men who have sex with men attending a Public Health Seattle and King 
County STD clinic, by quarter — King County, Washington, 1997-1999 
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population in 1999 is approximately 1500 per 100,000. The minimum incidence of gon- 
orrhea in MSM, based on the number of cases diagnosed in the PHSKC STD clinic plus 
rectal infections in males diagnosed elsewhere (data on sexual orientation are not 
available outside the STD clinic), increased from 180 per 100,000 MSM in 1997 to 430 
and 420 in 1998 and 1999, respectively. In comparison, the reported rate of gonorrhea 
in presumptively heterosexual persons in King County was 50 per 100,000 in 1997 and 
1998. 

PHSKC has used outreach activities, targeted publications in the local gay press, 
and community forums to encourage MSM to foilow safer sex practices and to be 
screened for STDs. STD and HIV testing and counseling are being offered at bath 
houses and other venues, screening has been expanded among MSM attending pub- 
lic clinics, and King County health-care providers have been encouraged to expand 
STD screening among at-risk MSM. 

Reported by: HH Handsfield, MD, WLH Whittington, S Desmon, C Celum, MD, B Krekeler, MHA, 
STD Control Program, Public Health-Seattle and King County, Seattle; Washington Dept of 
Health. Div of Sexually Transmitted Diseases Prevention, National Center for HIV, STD, and TB 
Prevention, CDC. 

Editorial Note: The incidence of STDs among MSM declined substantially during the 
early 1980s as a result of a decrease in sexual risk behavior (2,3 ). However, high-risk 
behaviors and STDs among MSM have increased in some cities (4,5). In Washington, 
the proportion of cases of primary and secondary syphilis among MSM declined from 
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81% in 1973 to 8% in 1988 (3). The findings in this report indicate that syphilis trans- 
mission in King County is occurring predominantly among MSM. When STDs are 
introduced into a community, the size of the subsequent outbreak depends on the 
sexual mixing patterns of the community, the numbers of sex partners, concurrency 
of sexual partnerships, condom use, and the frequency of partner change (3,6). In 
King County, syphilis, gonorrhea, and chlamydia apparently have been introduced 
into a population of MSM who have large numbers of anonymous partners, which can 
result in rapid and extensive transmission of STDs (7). In addition to this outbreak, 
recent reports have suggested increases in gonococcal infection in several western 
states and in the frequency of unprotected anal sex among MSM (4,5). Some MSM 
may be recruiting sex partners in anonymous venues more often now than in the 
recent past (8) 

The high proportion of persons with syphilis, gonorrhea, and chlamydial infection 
who also were infected with HIV is of particular concern. Persons with STDs, including 
genital ulcer disease and nonulcerative STD, have a twofold to fivefold increased risk 
for HIV infection (9,70). Control of STDs is a central component of HIV infection pre- 
vention efforts in the United States (10); resurgence of bacterial STD threatens 
national HIV infection prevention efforts. 

Reasons for the increasing rates of bacterial STD in MSM in King County are 
unknown but may include an increased frequency of unprotected sex among some 
MSM. Anecdotal reports by MSM with bacterial STDs suggest that such behaviors are 
linked to sex with anonymous partners in bath houses, which may be related to 
improvements in the treatment of HIV infection or to changing patterns of recreational 
drug use. The age distribution of syphilis cases suggests that in King County, relapse 
in sexual safety among older MSM is a more important determinant than failure of 
young, newly sexually active MSM to adopt safer sex practices. 

The findings in this report are subject to at least three limitations. First, reporting of 
STDs is incomplete, which could result in an underestimate of the incidence of disease 
in this population. Second, MSM attending STD clinics probably are not repre- 
sentative of all MSM at risk. Finally, some persons may not have given accurate 
responses when asked about sexual relationships, HIV serostatus, or high-risk behav- 
iors. 

PHSKC has employed several control measures to contain these outbreaks. 
Although partner notification is effective for the known partners of persons with 
syphilis and gonorrhea, its ability to reach exposed persons is greatly limited in situ- 
ations such as the syphilis outbreak in King County, where 88% of partners were met 
at venues where anonymous sex is common. The high frequency of anonymous sex 
strongly suggests that sex partner management services for identifiable partners 
alone would be insufficient to control the outbreak. Print media, public service 
announcements, outreach, and expanded screening have been used in this outbreak 
to augment traditional partner management services. These interventions may have 
encouraged timely symptom recognition and health-seeking behavior by infected 
men. Among men with syphilis, 72% knew they were HIV positive and many were 
receiving health care for the disease, indicating that enhanced STD prevention efforts 
may be needed for HIV-infected MSM in health-care settings and other venues. This 
outbreak demonstrates the need to sustain surveillance for STDs even after rates have 
decreased in a community. 





Vol. 48 / No. 35 MMWR 


Bacterial Sexually Transmitted Disease — Continued 

References 

1. CDC. Gonorrhea among men who have sex with men—selected sexually transmitted diseases 
clinics, 1993-1996. MMWR 1997;46:889-92. 

. CDC. Increases in unsafe sex and rectal gonorrhea among men who have sex with men— 
San Francisco, 1994-1997. MMWR 1999;48:45-8. 

. Williams LA, Klausner JD, Whittington WLH, Handsfield HH, Celum C, Holmes KK. Elimination 
and reintroduction of primary and secondary syphilis. Am J Public Health 1999;89:1093-7. 

. Handsfield HH, Schwebke J. Trends in sexually transmitted diseases in homosexually active 
men in King County, Washington, 1980-1990. Sex Transm Dis 1990;17:211-5. 

. Aral S, Holmes KK. Social and behavioral determinants of the epidemiology of STDs: indus- 
trialized and developing countries. In: Holmes KK, ed. Sexually transmitted diseases. 3rd ed. 
New York: McGraw-Hill, 1999:39-76. 

. Aral SO. Sexual network patterns as determinants of STD rates: paradigm shift in the 
behavioral epidemiology of STDs made visible. Sex Transm Dis 1999;26:262—4. 

Anderson RM, Gupta S, Ng W. The significance of sexual partner contact networks for the 
transmission dynamics of HIV. J Acquir Immune Defic Syndr 1990;3:417-29. 

. Sowell RL, Lindsey C, Spicer T. Group sex in gay men: its meaning and HIV prevention 
implications. J Assoc Nurses AIDS Care 1998;9:59-71 
Mertz KJ, Weiss JB, Webb RM, et al. An investigation of genital ulcers in Jackson, Mississippi, 
with use of a multiplex polymerase chain reaction assay: high prevalence of chancroid and 
human immunodeficiency virus infection. J Infect Dis 1998;178:1060-6 
CDC. HIV prevention through early detection and treatment of sexually transmitted diseases— 
United States. MMWR 1998;46(no. RR-12). 


Inadvertent Use of Bicillin® C-R for Treatment of Syphilis — Maryland, 1998 


In October 1998, the Maryland Department of Health and Mental Hygiene (MDH) 
was notified that a public sexually transmitted disease (STD) clinic in a county 
(county A) had used a nonrecommended preparation to treat syphilis patients during 
January—October 1998. The clinic had been inadequately treating syphilis patients or 
syphilis contacts with Bicillin®* C-R (a mixture of 1.2 million units [MU] benzathine 
penicillin G [BPG] and 1.2 MU procaine penicillin G), rather than with Bicillin® L-A 
(2.4 MU BPG). Compared with short-acting procaine penicillin G, BPG has a longer 
half-life considered essential for effective syphilis treatment because it yields sus- 
tained spirochetecidal levels needed to treat the slowly reproducing agent of syphilis, 
Treponema pallidum. The inadvertent use of Bicillin C-R, which contains only half the 
recommended dose of BPG for syphilis, was recognized by a health-care provider at 
the STD clinic in a neighboring county (county B) approximately 1 month after county 
B had borrowed BPG from county A. This report summarizes the investigation of the 
use of Bicillin C-R to treat STD patients in county A and discusses the frequency of 
Bicillin C-R use in STD clinics nationwide. Findings of this investigation indicate that 
inadvertent Bicillin C-R use is more frequent than previously known and that preven- 
tive measures should be taken to minimize such use. 

Three BPG-containing products are marketed by Wyeth-Ayerst Laboratories (Phila- 
delphia, Pennsylvania): Bicillin L-A, Bicillin C-R, and Bicillin® C-R 900/300 (a mixture of 
0.9 MU BPG and 0.3 MU procaine penicillin G). Besides having similar proprietary 
names, the package and label for Bicillin C-R and Bicillin L-A have similar lettering and 
colors. Bicillin L-A is recommended for treating syphilis patients and upper respiratory 
tract infections caused by susceptible streptococci (7). The efficacy of Bicillin C-R to 


*Use of trade names and commercial sources is for identification only and does not imply 
endorsement by CDC or the U.S. Department of Health and Human Services. 
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treat syphilis is unknown. The package insert for Bicillin C-R states that this product 
should not be used to treat syphilis, gonorrhea, yaws, bejel, or pinta. 

To identify patients who might have been treated with Bicillin C-R at county A’s STD 
clinic, investigators reviewed the clinic’s invoice records and the penicillin injection 
log. MDH searched its STD surveillance database for residents from county A who 
were treated for syphilis or had a positive syphilis serology during January- 
October 1998. 

During December 1997—May 1998, 150 doses of Bicillin C-R were shipped to county 
A’s STD clinic after orders for Bicillin L-A were placed by telephone. During January- 
October 1998, 123 of 160 doses of penicillin administered for syphilis were Bicillin C-R. 
Sixty-three patients, including five pregnant women, might have received Bicillin C-R. 
Because the efficacy of Bicillin C-R for treatment of patients with syphilis is unknown, 
the clinic attempted to contact and treat all patients with Bicillin L-A. During this pe- 
riod, routine outreach activities were suspended, clinic hours were extended, and per- 
sonnel were asked to work overtime. 

Clinic workers contacted patients by telephone, and subsequent clinical evalu- 
ations were made by two nurses. STD field staff visited patients in their homes; multi- 
ple attempts were often needed to locate and counsel patients. Although the five 
pregnant women were located and treated with Bicillin L-A, four infants were treated 
for congenital syphilis because their mothers had not been treated adequately at least 
30 days before delivery. None of the infants had congenital syphilis. 

After 8 weeks of follow-up efforts, 52 (82%) of the 63 patients had been restaged 
and retreated; the remaining 11 patients either could not be located (one) or refused 
retreatment (10). The total estimated direct costs of follow-up efforts conducted by 
county A’‘s clinic was approximately $24,000 

In county B, 10 syphilis patients received Bicillin C-R during an 11-day period 
according to the clinic’s syphilis treatment records. Of these, eight were treated with 
Bicillin L-A, one was not located, and the other refused further treatment. 

To determine the frequency of Bicillin C-R use in STD clinics nationwide and to 
educate STD program managers about the possible confusion between Bicillin C-R 
and Bicillin L-A, CDC surveyed 65 STD program areas during January-February 1999 
about unintentional Bicillin C-R use from 1993 through 1998. Fifty-seven of the 65 pro- 
gram areas were state/city program areas, and the remainder were islands and terri- 
tories; 55 (96%) of the state/city program areas responded to the survey. Of these, 
45 (82%) used only Bicillin L-A to treat syphilis patients, three used Permapen® exclu- 
sively (a BPG product from Pfizer, Inc. [New York, New York]), and seven used both 
Permapen and Bicillin L-A. Besides the Maryland clinics, four program areas reported 
unintentional Bicillin C-R use at least once from 1993 through 1998. In two areas, 
Bicillin C-R was received at the state health department and was distributed to STD 
clinics statewide; the administration of a nonrecommended regimen subsequently 
occurred at many local STD clinics. Two other areas reported unintentional use of 
Bicillin C-R at individual clinics (one area reported multiple occurrences). In March 
1999, unintentional use of Bicillin C-R was reported from a program area that had 
responded negatively to the earlier survey. The number of persons who received a 
nonrecommended regimen in this incident could not be determined. 
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Among the 55 state/city program areas that responded to the survey, 31 (56%) were 
unaware of the possible confusion between Bicillin C-R and Bicillin L-A; 24 (46%) pro 
gram areas routinely ordered Bicillin L-A by telephone. 

Reported by: D Dwyer, MD, State Epidemiologist, Maryland Dept of Health and Mental Hygiene 
Div of STD Prevention, National Center for HIV, STD, and TB Prevention; and an EIS Officer, 
CDC 

Editorial Note: The inadvertent use of Bicillin C-R in county A’s STD clinic disrupted 
routine public health functions and incurred substantial monetary costs to the clinic 
and unnecessary discomfort to patients. Such incidents may undermine the credibility 
of and trust in health departments on the part of affected patients and the broader 
community. Although no treatment failures or congenital syphilis cases were associ- 
ated with this incident, treatment according to standard guidelines was missed for 
patients who either could not be relocated or refused retreatment. 

In addition to Maryland, five program areas reported unintentional use of Bicillin 
C-R from 1993 through 1998. This number should be viewed as a conservative esti- 
mate because some program areas might have failed to report such use because of 
concerns over liability or performance evaluation. Because most program areas sur- 
veyed were unaware of the possible confusion between Bicillin C-R and Bicillin L-A, 
some unintentional Bicillin C-R use could have occurred that remained unknown. 

Penicillin therapy is the mainstay of treatment and a core element of syphilis pre- 
vention in the United States (2,3). However, declining syphilis rates may have caused 
providers to become less familiar with the penicillin regimens appropriate for syphilis. 
Less attention may have been paid to clinician outreach and training for medications 
used to treat a disease that has declined as sharply as syphilis (83% decline in primary 
and secondary syphilis from 1990 to 1997 in the United States) (4). 

Sustained participation by manufacturers in providing diagnostic and therapeutic 
products is an essential element of emerging initiatives to eliminate syphilis transmis- 
sion in the United States (5 ). Increased efforts are needed to re-educate clinic manag- 
ers and providers about the existence of different penicillin preparations and their 
appropriate usage. Written rather than telephone orders may help to minimize order- 
ing or shipment errors. Although the most important safeguard against medication 
errors is that providers carefully read package labels, some label and package modifi- 
cations may help decrease confusion about Bicillin products and other pharmaceuti 
cals with similar names and labels. 
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Notice to Readers 


Availability of Hepatitis B Vaccine 
That Does Not Contain Thimerosal as a Preservative 


On August 27, 1999, Merck Vaccine Division’ (Merck & Co., Inc., West Point, Penn- 
sylvania) received approval from the Food and Drug Administration (FDA) of a supple- 
ment to Merck’s license application to include the manufacture of single-antigen 
preservative-free hepatitis B vaccine (Recombivax HB®, Pediatric); distribution is 
expected to begin September 13, 1999. In addition, SmithKline Beecham Biologicals 
(SmithKline Beecham, Philadelphia, Pennsylvania), expects to make single-antigen 
preservative-free hepatitis B vaccine (Engerix-B®, Pediatric) available in the near fu- 
ture. Further product information will be provided when it becomes available. Product 
packaging and labels will indicate that these vaccines do not contain preservative. 

To prevent shortages because of limited supplies of single-antigen hepatitis B 
vaccines that do not contain thimerosal as a preservative and to assure prevention of 
perinatal and early childhood hepatitis B virus (HBV) infection during the transition 
when both vaccines that contain and do not contain thimerosal as a preservative are 
available, the following three steps should be taken: 


1) Newborn infants. The priority for use of single-antigen hepatitis B vaccines 
that do not contain thimerosal as a preservative should be to vaccinate new- 
born infants. Routine hepatitis B vaccination policies for all newborn infants 
should be reintroduced immediately in hospitals in which these policies and 
practices have been discontinued. All hospitals should ensure that newborn 
infants of hepatitis B surface antigen (HBsAg)-positive mothers and of moth- 
ers whose HBsAg status is unknown receive their first dose of hepatitis B 
vaccine within 12 hours of birth. If hepatitis B vaccine that does not contain 
thimerosal as a preservative is not available, then thimerosal preservative- 
containing vaccine should be used for these infants. 


infants aged <6 months. When available, hepatitis B vaccines that do not con- 
tain thimerosal as a preservative should be used to vaccinate infants aged 
<6 months (single-antigen hepatitis B vaccine for infants aged <6 weeks and 
either single-antigen or combination products for infants aged >6 weeks). 
Infants in groups at high risk for perinatal and early childhood HBV infections 
should complete the three-dose hepatitis B vaccine series by age 6 months. 
When vaccines that do not contain thimerosal as a preservative are not avail- 
able, these groups should be vaccinated with thimerosal preservative- 
containing vaccine. For infants born to HBsAg-negative mothers and who are 
not in high-risk groups, existing recommendations should be used for admin- 
istering thimerosal preservative-containing hepatitis B vaccines if vaccine 
that does not contain thimerosal as a preservative is not available (17-4). 
These groups should complete the three-dose hepatitis B vaccine series by 
age 18 months. 


*Use of trade names and commercial sources is for identification only and does not imply 
endorsement by CDC or the U.S. Department of Health and Human Services. 
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3) Children aged >6 months, adolescents, and adults. Thimerosal preservative- 

containing hepatitis B vaccines can continue to be used for vaccinating chil- 

dren aged =6 months, adolescents, and adults as is recommended (7-6). 
Reported by: National Center for Infectious Diseases; National Immunization Program; Agency 
for Toxic Substances and Disease Registry; National Center for Environmental Health, CDC. 
Editorial Note: On July 8, 1999, the American Academy of Pediatrics (AAP) and the 
Public Health Service (PHS) released a joint statement about thimerosal in vaccines, 
and the American Academy of Family Physicians (AAFP) released a comparable state- 
ment ( 7-3 ). Thimerosal is a mercury-containing preservative that has been used as an 
additive to biologics and vaccines since the 1930s because it is effective in preventing 
bacterial and fungal contamination, particularly in open multidose containers. Vaccine 
manufacturers, FDA, and other PHS agencies are working together to replace 
expeditiously thimerosal preservative-containing vaccines whenever possible with 
vaccines that do not contain thimerosal as a preservative while ensuring maintenance 
of high vaccination coverage levels and prevention of disease. 

Previous recommendations for using thimerosal-containing vaccines indicated that 
clinicians and parents could take advantage of the flexibility in the immunization 
schedule to delay hepatitis B vaccination from birth until age 2-6 months for infants 
born to mothers who are HBsAg negative (7-4). No changes were made in recom- 
mendations for immunization at birth of infants of HBsAg-positive mothers or infants 
of mothers with an unknown HBsAg status. 

After the joint AAP/PHS statement on thimerosal, the AAP and CDC provided addi- 
tional implementation guidance (3,4). CDC guidance included hepatitis B vaccination 
should be continued at birth for infants born to HBsAg-negative mothers belonging to 
populations or groups that have a high risk for early childhood HBV infection, includ- 
ing Asian/Pacific Islanders, immigrant populations from countries in which HBV infec- 
tion is of high or intermediate endemicity (7), and households with persons with 
chronic HBV infection. To ensure the prevention of perinatal HBV transmission, hospi- 
tals should continue policies to vaccinate all infants at birth until procedures are in 
place to guarantee that 1) the HBsAg status of every pregnant woman is reviewed at 
delivery, 2) appropriate passive-active immunoprophylaxis (hepatitis B immune 
globulin and hepatitis B vaccine) is provided for infants of HBsAg-positive women 
within 12 hours of birth, and 3) appropriate active immunoprophylaxis (hepatitis B 
vaccine) is provided for infants of women with an unknown HBsAg status. 

After the statements on thimerosal in vaccines were published, changes occurred 
in newborn hepatitis B vaccination policies and practices in some hospitals, including 
unintended changes affecting immunization of infants at risk for perinatal HBV trans- 
mission. In August 1999, state and territorial health department hepatitis coordinators 
conducted surveys of selected birthing hospitals in their project areas. Of 977 hospi- 
tals surveyed in 48 project areas, 773 (79%) were aware of the joint AAP/PHS state- 
ment on thimerosal. Of 574 hospitals that were aware of the statement and had 
existing policies or standing orders to vaccinate all newborns, 262 (46%) reported a 
policy change to no longer routinely vaccinate newborns of HBsAg-negative mothers. 
In addition, 52 (9%) reported they no longer routinely vaccinate any newborn (CDC, 
unpublished data, 1999). Such a policy usually requires a physician’s order to vacci- 
nate infants of HBsAg-positive mothers and infants of mothers whose HBsAg status is 
unknown. CDC also has received anecdotal reports of hospitals in which policies were 
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changed, and infants born to HBsAg-positive mothers and infants born to mothers 
with unknown HBsAg status were not vaccinated within 12 hours of birth (CDC, 
unpublished data, 1999). Chronic HBV infection develops in approximately 90% of 
infants infected perinatally; among chronically infected infants, the risk for premature 
death from HBV-related liver cancer or cirrhosis is approximately 25% (8). The avail- 
ability of hepatitis B vaccine that does not contain thimerosal as a preservative should 
alert medical facilities to review their policies to ensure the vaccination of newborns 
as recommended by the Advisory Committee on Immunization Practices, AAFP, and 
AAP. 
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FIGURE I. Selected notifiable disease reports, comparison of provisional 4-week totals 
ending September 4, 1999, with historical data — United States 


CASES CURRENT 
DISEASE DECREASE INCREASE 4 WEEKS 


Hepatitis A 

Hepatitis B 

Hepatitis, C/Non-A, Non-B 
Legionellosis 

Measles, Total 
Meningococcal infections 


Mumps 


Pertussis 


Rubella ae 


125 0.5 


Ratio (Log Scale)” 
Beyond Historical Limits 
*Ratio of current 4-week total to mean of 15 4-week totals (from previous, comparable, and 


subsequent 4-week periods for the past 5 years). The point where the hatched area begins is 
based on the mean and two standard deviations of these 4-week totals. 


TABLE |. Summary — provisional cases of selected notifiable diseases, 
United States, cumulative, week ending September 4, 1999 (35th Week) 





Cum. 1999 Cum. 1999 





Anthrax HIV infection, pediatric** 100 


Plague 

Poliomyelitis, paralytic 

Psittacosis* 

Rabies, human 

Rocky Mountain spotted fever (RMSF) 
Streptococcal disease, invasive Group A 
Streptococcal toxic-shock syndrome* 
Syphilis, congenital’ 


Brucellosis* 

Cholera 

Congenital rubella syndrome 

Cyclosporiasis* 

Diphtheria 

Encephalitis: California* 
eastern equine* 
St. Louis* 
western equine* Tetanus 

Ehrlichiosis human granulocytic (HGE)* Toxic-shock syndrome 
human monocytic (HME)* Trichinosis 

Hansen Disease* 

Hantavirus pulmonary syndrome*' 

Hemolytic uremic syndrome, post-diarrheal* 


Typhoid fever 
Yellow fever 














no reported cases 

*Not notifiable in all states 
' Updated weekly from reports to the Division of Viral and Rickettsial Diseases, National Center for Infectious Diseases (NCID) 
5 Updated monthly from reports to the Division of HIV/AIDS Prevention-—Surveillance and Epidemiology, National Center for 
ily, STD, and TB Prevention (NCHSTP), last update August 29, 1999 

Updated from reports to the Division of STD Prevention, NCHSTP. 
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TABLE Il. Provisional cases of selected notifiable diseases, United States, 
weeks ending September 4, 1999, and September 5, 1998 (35th Week) 


Escherichia 
coli 0157:H7* 








AIDS Chiamydia Cryptosporidiosis NETSS 
Cum Cum Cum Cum Cum Cum Cum Cum 
Reporting Area 1999" 1998 1999 1998 1999 1998 1999 1998 
NITED STATES 30,285 313 85,364 390,302 1,228 2,575 1,820 1,843 
NEW ENGLAND 1,53 1 1 13,624 1 196 245 
4 ; 657 1 2 27 28 
655 ) 12 23 31 























282 21 11 


>, 592 0 51 C 118 


8 
1 
4 
° 
rs 


CENTRAL 


N 
oa 


io 


W.S. CENTRAL 


Ark 


w 


La 
Okla 


Tex 


MOUNTAIN 


Mont 


Colo 

N. Mex 

Ariz 

Jtan 

Nev 

PACIFIC 

Wash 

Oreg 

Calif 

Alaska 

Hawai 

Guam 26 
PR J 
VI 2 9 N 
Amer. Samoa U 
C.N.M.1 N 





N: Not notifiable U: Unavailable no reported cases C.N.M.1.: Commonwealth of Northern Mariana Islands 
“Individual cases may be reported through both the National Electronic Telecommunications System for Surveillance (NETSS) and the 
Public Health Laboratory Information S stem (PHLIS) 

Updated monthly from reports to the Division of HIV. AIDS Prevention-Surveillance and Epidemiology, National Center for HIV STD, 
and TB Prevention, last update August 29, 1999 
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TABLE Il. (Cont’d.) Provisional cases of selected notifiable diseases, United States, 
weeks ending September 4, 1999, and September 5, 1998 (35th Week) 


Hepatitis 





Lyme 
Legionellosis Disease 


Cum Cum Cum Cum 
Reporting Area 1999 


Gonorrhea 





Cum Cum Cum 

1998 1999 1998 1999 1998 

UNITED STATES 208,897 231,736 3 

NEW ENGLAND 3,977 4 é 5 1,860 3,398 

Maine ; 41 4 1 22 58 
. 61 c 28 

















866 6,651 10,283 


9 
149 
224 
284 


191 


MID. ATLANTIC 97 216 3,639 
State N_Y. r 5 : 1S 


Ur 
N.Y. City 


CENTRAL 


MOUNTAIN 5,94 6,083 
Mont 29 
Idaho . 123 
Wyo ce 18 


Colo 1,54 1,371 


ox 


cocoon 


+ ® 


N. Mex ] 592 
Ariz 2,805 
26 160 


> 


Utah 

Nev 985 
PACIFIC 15,328 
Wash 3 1,285 
Oreg 530 
Calif 8,46 12,957 
Alaska 207 217 
Hawai 


Guam d 38 
PR 1 

V.1 \ U 
Amer. Samoa J U 


C.N.M.1 26 





N: Not notifiable Unavailable no reported cases 
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TABLE li. (Cont’d.) Provisional cases of selected notifiable diseases, United States, 
weeks ending September 4, 1999, and September 5, 1998 (35th Week) 





Salmonetiosis* 
Malaria Rabies, Animal 


NETSS 
Cum Cum Cum 
1998 1999 


94 3,847 





PHUS 
Reporting Area 





Cum 








1998 


5,090 


JNITED STATES 
NGLANI 











569 999 
109 162 
38 


Alaska 
Hawa 


Guarr 
PR 
Amer. Samoz 


C.N.M 


N: Not notifiable U 


Unavailable no reported cases 
dividual cases may be reported through both the National Electroni 
Public Health Laboratory information System (PHLIS) 





Telecomrn 


ations System for Surveillance (NETSS) and the 
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TABLE Il. (Cont’d.) Provisional cases of selected notifiable diseases, United States, 
weeks ending September 4, 1999, and September 5, 1998 (35th Week) 
Shigellosis* 





Syphilis 
PHLIS (Primary & Secondary) Tuberculosis 


; Cum Cum Cum. Cum. Cum 
Reporting Area 1999 1999 1998 1999' 1998" 
UNITED STATES ‘ 4,112 
NEW ENGLAND 377 
Maine 























4,205 4,729 9,430 10,860 
50 306 
1 6 


MID. ATLANTIC 
Upstate N.Y. 
N.Y. City 

N.J 

Pa 


E.N. CENTRAL 
Ohio 

Ind 

i 

Mich 

Wis 

W.N. CENTRAL 
Minn 


MOUNTAIN 
Mont 

idaho 

Wyo 

Colo 

N. Mex 
Ariz 

Utah 

Nev 
PACIFIC 
Wash 

Oreg 

Calif 

Alaska 
Hawaii 
Guam 

PR 

Vi 

Amer. Samoa 
CN.MI 


N: Not notifiable U: Unavailable -: NO reported cases 


“Individual cases may be reported through both the National Electronic Telecommu nications System for Surveillance (NETSS) and the 
, Public Health Laboratory Information System (PHLIS) 


Cumulative reports of provisional tuberculosis cases for 1999 are unavailable (“U") for some areas using the Tuberculosis Information 
System (TIMS) 
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TABLE Ill. Provisional cases of selected notifiable diseases preventable by vaccination, 
United States, weeks ending September 4, 1999, 
and September 5, 1998 (35th Week) 





H. influenzae, 


Hepatitis (Viral), by type 


Measies (Rubeola) 


Reporting Area 


invasive 





A 


B 


Indigenous 


imported* 








Cum Cum 
1999" 1998 





Cum 
1998 





Cum 
1999 


| 





Cum 
1999 1999 





Cum 
1999 1999 





Cum 
1999 





® TEC 


AK 


MC UA 
Mont 
idahc 
Wyo 
Ce 

N. Mex 
Ariz 
Utah 
Nev 
PACIFIC 
Wash 
Oreg 
Calif 
Alaska 
Hawaii 
Guam 
PR 

V1 
Amer. Samoa 
C.N.M.| 


803 769 


49 


ar 


3 


€ 


19 


56 


10 





N: Not notifiable 


U: Unavailable 


no reported cases 


*For imported measles, cases include only those resulting from importation from other countries 
Of 156 cases among children aged <5 years, serotype was reported for 80 and of those, 21 were type b 
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TABLE Ill. (Cont’d.) Provisional cases of selected notifiable diseases preventable 
by vaccination, United States, weeks ending September 4, 1999, 
and September 5, 1998 (35th Week) 





Meningococcal 
Disease Mumps Pertussis Rubella 
Cum Cum Cum Cum Cum Cum 

Reporting Area 1999 1998 1999 1999 1998 1999 1999 
UNITED STATES 1,698 1,907 3 224 486 


NEW ENGLAND 85 82 4 4 
Maine 





Cum 
1998 1999 1999 


3,537 3,892 5 179 
415 7 
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N: Not notifiable U: Unavailable no reported cases 
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TABLE IV. Deaths in 122 U.S. cities,* week ending 
September 4, 1999 (35th Week) 


All Causes, By Age (Years) Pad’ All Causes, By Age (Years) 











Reporting Area All 
Ages 


Total Reporting Area 














>65 a5] 2544 1-24 | <1 





426 296 8 3 11 
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N o 
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6 
36 
10 
18 


9,542" 6,467 1,840 


on 
w& 








available no reported cases 
*Mortality data in this table are voluntarily reported from 
nore. A death is reported by the place of its occurrer 
luded 
Pneumonia and influenza 
*Because of changes in reporting methods in this Penn 
ounts will be available in 4 to 6 weeks 
)tal includes unknown ages 


» United States, most of which have populations of 100,000 or 
week that the death certificate was filed. Fetal deaths are not 


mbers are partial counts for the current week. Complete 
tr, 
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